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In 2003, the Centers for Disease
Control and Prevention issued rec-
ommendations to screen all inmates
with a history of injection drug use or
other risk factors for hepatitis C. We
compared self-reported risk factors
for hepatitis C with serostatus from
inmates in the Rhode Island Depart-
ment of Corrections. Of the male in-
mates who were hepatitis C positive,
66% did not report injection drug use.
Risk-based testing underestimates
the hepatitis C virus (HCV) prevalence
in correctional settings and limits the
opportunity to diagnose and prevent
hepatitis C infection. (Am J Public
Health. 2005;95:1739–1740. doi:10.
2105/AJPH.2004.056291)

Nearly 2% of the US population is chroni-
cally infected with hepatitis C virus (HCV).1 An
estimated 29% to 43% of all people living
with HCV infection in the United States are re-
leased from a correctional facility each year.1

The high prevalence of HCV infection in cor-
rectional facilities emphasizes the need for in-
creased screening, treatment, and prevention
counseling within the correctional system. Rec-
ommendations for the identification of HCV
infection within the correctional setting con-
tinue to evolve. In 2003, the Centers for Dis-
ease Control and Prevention (CDC) published
guidelines that strongly recommend screening
of inmates who report HCV infection risk fac-
tors, primarily history of injection drug use.2

Policymakers, researchers, and the public
continue to debate the need to screen asymp-
tomatic HCV infection and the adequacy of
screening on the basis of risk factors.3–5 We
compared self-reported injection drug use
with actual serostatus among inmates to eval-
uate the validity of self-reports in this setting.
These data can inform whether testing on the
basis of self-report will impact HCV infection
among prisoners.

METHODS

Data for this analysis were collected as part
of a larger study investigating the prevalence
and intraprison incidence of bloodborne
pathogens, the methods of which are described
fully elsewhere.6 Briefly, a representative sam-
ple of inmates at intake was obtained between
1998 and 2000 from the Rhode Island De-
partment of Corrections, where 15000 male
and 2500 female intakes occur each year.
Serum specimens from mandatory HIV testing
were tested for HIV, hepatitis B virus (HBV),
and HCV and linked to demographic variables
and medical intake data. Hepatitis C antibody
positivity was determined from reactivity to at
least 2 HCV antigen bands encoded by differ-
ent parts of the HCV genome, assayed with
Ortho HCV Version 3.0 ELISA (Ortho-Clinical
Diagnostics, Raritan, NY).

For this analysis, we compared hepatitis C
blood test results with injection drug use, self-
reported to a nurse during intake in response
to a question about either “drug or alcohol
abuse” or “IV drug use.” Because this was a
blinded research survey, no additional educa-

tion was given regarding HCV infection be-
yond informed consent. Each sentenced in-
mate was counted once, despite potential
multiple incarcerations during the 2-year
study period.

RESULTS

HCV prevalence in the male inmate popu-
lation was 23.1% (95% confidence interval
[CI]=21.8, 24.3) among the 4263 inmates
tested,6 whereas 40.5% (95% CI=36.1,
44.7) of the female inmate population had
positive HCV test results (n=499). Univariate
correlates of HCV infection included being
White, being aged 40 to 49, reporting injec-
tion drug use, and being previously incarcer-
ated; in the final model, increasing age (older
than 30) and injection drug use remained
significant.6 In our study population, self-
reported data were available for 92.2%
(3931 of 4263) of the men and 97.2% (485
of 499) of the women.

Our data comparing laboratory test results
and self-reported data are shown in Table 1.
Of those who were found to be hepatitis C
positive, 65.5% of the men and 44.2% of the
women did not report injection drug use at
intake. Women were 2.3 times more likely
(95% CI=1.7, 3.0) to report injection drug
use among inmates who were HCV positive
than were men.

DISCUSSION

We found that most individuals who were
HCV infected would not have been tested ac-
cording to the CDC guidelines for risk-based
HCV testing. One factor contributing to this
underestimation is that self-reporting of injec-
tion drug use requires inmates to disclose ille-
gal and stigmatized behaviors within the cor-
rectional setting. The timing and context of
the screening itself may prevent many injec-
tion drug users from discussing incriminating
behaviors. Studies that used urine toxicologi-
cal screening to measure drug use among re-
cently arrested inmates estimated that 25%
to 74% of those who tested positive for drug
use congruently reported recent drug use.7,8

Fear of self-incrimination, mistrust of the
prison system, stigma of heroin use, and
lack of confidentiality all have been cited as
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TABLE 1—Comparison of Presence of HCV Antibody With Self-Reported Injection Drug Use:
Rhode Island Prison Study Sample, 1998–2000

HCV Positive HCV Negative

No. % No. %

Men

Reported injection drug use

Yes 306 34.5 61 2.0

No 581 65.5 2983 98.0

Women

Reported injection drug use

Yes 110 55.8 13 4.5

No 87 44.2 275 95.5

reasons for the underreporting of injection
drug use.7,9,10

The fact that women were more likely to
report injection drug use may reflect gender
disparities between these particular correc-
tional facilities. The women’s correctional fa-
cility processes 6 times fewer intakes per day,
and all female inmates are seen by 1 physi-
cian. The intimate environment of the
women’s prison may allow for greater trust
and disclosure of drug use.

As in many other correctional facilities,
prisoners in the Rhode Island Department of
Corrections may request testing, but there is
no systematic access to information about
HCV transmission, the availability of testing,
or risk reduction practices.5 Because most of
the individuals are asymptomatic, if they are
identified earlier, they can be educated to ab-
stain from alcohol, seek treatment before the
development of symptoms, and prevent trans-
mission to others.5 Because 1.3 million indi-
viduals who are infected with HCV are re-
leased from prison annually,11 these efforts
would affect not only the incarcerated popu-
lation but also the community at large.

Concerns about mandatory testing in the
correctional setting are valid—including topics
such as confidentiality, stigma, cost, and ade-
quate follow-up. However, testing only those
with reported risk behaviors reinforces the
stigma of HCV infection and drug use that
may have led to incarceration and serves to
further marginalize these individuals. The
Rhode Island model of mandatory HCV test-
ing has shown that early identification of in-
fected individuals can lead to adequate edu-

cation and clinical care that can begin during
incarceration and continue into the commu-
nity.12 Although no formal studies have been
completed to date, the cost saved by early
HCV diagnosis must be considered from both
a clinical standpoint and the goal of averting
new infections.

Critical evaluation and creative solutions
are needed to overcome the challenges of
HCV testing in unique correctional subpopu-
lations (e.g., short stay, women). These solu-
tions should include strategies that are re-
sponsive to the needs of a particular
correctional setting, such as routine, manda-
tory, or voluntary HCV testing at intake, in
addition to universal access to education and
counseling services. Our data support the ar-
gument that risk-based screening alone is not
sufficient to accurately confront the magni-
tude of HCV infection in prisons. Screening,
diagnosis, and prevention services must be in-
corporated into correctional health systems to
reduce progression of clinical disease and
stem the transmission of infection.
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